Male, aged 31. He first attended the London Hospital in November 1944 because of a rash on the body and limbs which 'had appeared about one year previously. He was first taken ill in September 1942 when he noticed dyspnoea on exertion and his chest was X-rayed at a tuberculosis dispensary on two occasions with negative resu'lts. In December 1942 he noticed a swelling at the angle of the left jaw; this was diagnosed as parotitis and he had a tooth extracted with no improvement. Later, swellings appeared in the groins. Three months ago dull ache in the left flank especially on exertion. From September 1942 to September 1943 he lost about 2 stones in weight but since then his weight has been steady.
The eruption is mainly on the trunk and arms; a few lesions are present on the face. The lesions are reddish-brown in colour and consist of firm nodules about 3 to 4 mm. in diameter.
The inguinal glands are moderately enlarged on both sides and a few medium-sized glands are present in each axilla. The epitrochlear glands are enlarged and a few small discrete glands are palpable in the cervical region mainly in the posterior triangles.
The spleen is enlarged and palpable about tw,o fingerbreadths below the costal margin. There is no enlargement of the liver. Dr. Parkes Weber: Skiagrams of the patient's fingers do not show any of the cyst-like appearances in the phalanges, which are typical of certain cases of sarcoidosis. But they do show something else, namely, islands of apparently very sclerosed bone. It would be interesting to ascertain whether similar patches of dense shadowing can be found in other parts of the bony skeleton (e.g. in the pelvic bones). The condition of scattered islands of apparently extrem6ly dense bone, to which I refer, has been called "osteopoikilosis" or "osteopathia condensans disseminata" and was first observed in 1915 by Albers-Schonberg. As for treatment, I wonder Whether gold treatment could be tried. Dr. Deville: We proposed to try some arsenic. In view of his albuminuria, gold treatment might not be without risk.
Dr. Parkes Weber: I understand that one or more American authorities recommend that gold treatment should not be given in any case without the risks being previously explained to the patient. [February 15, 1945] Photographic Record of Follicular Keratosis By H. K. BOURNE (British Thomson-Houston Company Ltd.) A PHOTOGRAPHIC method for recording the effect of treatment of follicular keratosis has been devised. The lesions are small and do not differ appreciably in colour from the surrounding area, so that oblique illumination is required to make them easily visible.
A Leica camera with a 1: 1 5 extension tube is mounted on an adjustable framework which also carries the lamp for providing the illumination. As the surface of the arm or leg under observation is usually rounded, it is necessary to stop down the camera lens to a small aperture to provide maximum depth of focus. It is also important to reduce the exposure time to a minimum to prevent the definition from being impaired by involuntary movement of the patient during the exposure, also to use a small concentrated light source to produce sharp shadows. Hence a powerful light source and one of high actinic efficiency was required, and the Mazda 250 watt compact source mercury vapour lamp was chosen. With this lamp, exposures of I4 second at f 16 using panchromatic film (230 Scheiner) were adequate with the oblique lighting. The apparatus was also designed to carry a photoflood lamp in a reflector to provide flat illumination, as in some instances flat lighting was quite satisfactory.
With this apparatus the conditions of lighting on the skin are kept cQnstant as the lamp is fixed in relation to the camera and to the skin. A rectangular aperture covering the whole field of view of the camera is attached to it at such a distance that the area enclosed by the aperture is in sharp focus. In using the apparatus it is arranged so that the aperture surrounds and touches the area of skin being photographed.
Vitamin A and the Skin By HUGH S. STANNUS, M.D., Ph.D., F.R.C.P.
As the result of observations made chiefly among native inhabitants of the Far East a belief grew up that a specific type of dermatosis was due to a vitamin-A deficiency.
The dermatosis was of the nature of a follicular hyperkeratosis, and was immediately adopted as a criterion of vitamin-A deficiency. The condition has, therefore assumed some importance during the present war. It soon became apparent that the follicular keratosis we were seeing in this country was very common, especially -among children, and further observations showed that it was none other than keratosis pilaris.
Well known to dermatologists and recognized by them as a very common skin affection, it has been "rediscovered", so to speak, by medical men who, interested in nutrition, but untrained in dermatology, may not recognize the condition. for what it is.
Already reports are reaching this country from until lately enemy-occupied countries concerning an affection which I believe to be identical with keratosis pilaris but which is not being recognized as such but rather considered as the follicular keratosis associated with possible vitamin-A deficiency, The most recent. reference is a letter in the Lancet of January (1945) mentioning the condition among East African native troops in Syria.
The condition as seen by us in this country has been recorded while passing in review between eight and nine thousand individuals, of whom more than half were children of school age attending pri,mary and secondary schools. May I refer briefly to a few points: Among children of the 5-year-old gnoup the condition is seen in its minimal degree and simplest farm; as adolescence is 3pproached it becomes moxe,.marked and reaches its most exuberant form about puberty and during the next two. or three years, a time when the pilosebaceous glands reach their maximum activity and when hormonal influences may be playing a part; especially is this so among girls-and of these, among girls who are particularly well grown and plump.
There appears to be quite a definite seasonal incidence; the lesions become much more marked, fresh areas are involved or the eruption is remarked by the subject for the first time, with the onset of cold weather, and conversely with the coming in of warm weather. There appears to be some evidence too that lack *of protective covering-with exposure and trauma in its wide sense, such as friction and pressure-may also play a part. The follicular hyperkeratosis is not uncommonly associated with hyperkeratosis of the skin about the elbows and knees and in some cases, of the skin in front of the ankle-joints, to be distinguished from ichthyosis. Occasionally the follicles on the phalanges may be involved. Grubbiness with lack of *or but limited bathing facilities and absence of any kind of skin toilet may also be a contributory factor. In the more marked cases there appears to be a tendency to sonle increase of pigmentation of the skin in affected areas, mort especially around the lesions and also an associated acrocyanosis.
The incidence of keratosis pilaris as noted by us has varied very much in different groups of individuals in diffe.rent areas' In the 7-14 year tage-group among boys the incidence varied from 15 to 55%; among girls 15 to 80%; among male adults 0 to 5%; among female 3.5 to 20%.
Many of our percentages are higher than those given by Pemberton (1940) . He found of 3,000 children examined that 5% exhibited "the fully developed condition", and 20% simple enlargement of the hair-follicle, resembling permanent "cutis anserina".
It may be of interest to re-examine the evidence which led' to the belie! that certain changes in the skin, commonly referred to as "follicular keratosis", were due to a vitamin-A deficiency.
